INTRODUCTION
The monitoring of growth and development serves as a reference for the biological, aff ective, psychological and social aspects of a child's health (1) . The monitoring of anthropometric data in standardized growth curves has become a screening test in the promotion of health, since individual curves, especially of weight, are sensitive indicators of the health status of children (1) . The anthropometric data recorded on growth charts have been used in Brazil since the mid-1980s, after the implementation of the Programa de Atenção Integral à Saúde da Criança (PAISC), or the Comprehensive Children's Care Programme, which initially provided the Child Card, and subsequently implemented the Child Health Handbook in 2005 (1) (2) . The Child Card only contained a graph for monitoring the growth of children under fi ve. In 2005, however, the entire card was reviewed and transformed into the Child Health Handbook to promote comprehensive monitoring of children's health. It is currently the main instrument used to monitor children's health in the national primary care system (2) . In 2007, the Ministry of Health introduced the second version of the handbook that included the new growth curves proposed by the World Health Organization (WHO) in 2006. The revised handbook contained graphs of weight, height and cephalic perimeter according to age, information on birth records, rights of the parents and child, and data on the fi rst days of life of the newborn. It also contained guidelines for child development and stimulation, a healthy diet, and breastfeeding and weaning; space for notes on clinical intercurrences, treatment, prophylactic supplementation of iron and vitamin A, and the basic vaccination calendar (2) (3) . The handbook went through another makeover in 2009, which resulted in the inclusion of a basic guide to monitor children with special needs, such as children with Down Syndrome and Autism; the body mass index chart by age; and all the growth charts proposed by the WHO represented in z scores rather than percentile. The age group for monitoring children was also expended (to 10 years of age) and the original handbook was changed to two diff erent handbook versions, one for each sex (3) . The handbook is essential for monitoring growth and development because it contains all the signifi cant data and events related to children's health (3) . However, for the handbook to eff ectively allow monitoring, it must be used in all consultations and contain adequate and complete records from birth until the age of 10.
Studies on the use and completion of the handbooks and its predecessor, the Child Card, mostly reveal fl aws with regard to data on pregnancy, childbirth and the newborn, namely incomplete or absent data on development and in the growth charts (4) (5) (6) . Studies that specifi cally address the monitoring of growth and development based on primary care for children in the health care services reveal that the absence or incompleteness of data for this indicator in the handbook is widespread (7, 9) . The importance of controlling and monitoring growth and development to assess the health condition of children, the defi ciencies detected in these studies with regard to recording this data, and the scarcity of research on the completion of growth and development data in the handbook in the current scenario justify the present study. The results of this study can support the planning and evaluation of the activities of municipal health care units in relation to children's care, especially with regard to the handbook, which is the most important nationwide instrument for monitoring children's health in the context of primary care.
Given the importance of the handbook as a strategy to monitor and promote the comprehensive health of children, the aim of this study is to analyze the completion of growth and development data in the Child Health Handbook.
METHOD
This is a descriptive cross-sectional study that originated from a master's thesis (10) developed in family health units in the city of Cuiabá -MT, Brazil. The municipality has 63 family health units (60 in the urban area and 3 in the rural area). The units in the urban area are divided into 4 health regions (North -13; South -21; East -15, and West -11). The sample of units was probabilistic (stratifi ed random sampling) covering 60% of the units drawn in the 4 health regions, namely 8 in the North Region, 13 in the South Region, 10 in the East Region and 7 in the West Region, totalling 38 units.
The total number of children under the age of one from the drawn units was considered to defi ne the number of children who would participate in the study. At that time, this corresponded to 2490 children who were expected to appear at the units on the day of a vaccination campaign, according to the estimated target of the municipal secretariat of health. The sample was composed of all the children who participated in the campaign in the 38 selected units. The fi nal selection of participants was eff ectively made on the day of data collection based on the following inclusion criteria: under the age of one, residing in the city of Cuiabá, accompanied by the mother or guardian, and in possession of the handbook versions 2007 or 2009. A total of 1057 children under the age of one appeared at the units for vaccination. After applying the criteria for inclusion and excluding those who did not want to participate in the study and the forms that were discarded due to a missing variable, the study sample totalled 950 children under the age of one.
The research was conducted on August 13, 2011, D-day of the 2nd phase of the national campaign for vaccination against Polio. Data were collected simultaneously in the 38 selected vaccination units using a form that was completed by the mothers or guardians of the children included in the study, and through direct observation of the handbook. Data were collected by 38 volunteers, nurses and previously trained nursing students.
The form for the mothers and guardians contained 43 questions that were divided into the following 7 blocks: In blocks D to G, the questions provided three alternatives, namely complete, incomplete and missing, which required the direct observation of the information in the handbook. The answers to the questions of blocks B and C were obtained from the forms completed by the mothers or guardians, and the answers to the questions of blocks D, E, F and G required direct observation of the handbook. The information from blocks A, B, C, E and F were used for this article.
The Manual for Use of the Child Handbook was used to evaluate completion of the handbook. This manual indicates the criteria for the data included in the handbook (2) as being complete, incomplete or missing. Notes are considered incomplete when one of the items is missing. The reference for analyzing the quality of data included in the handbook was a scoring system based on a study carried out in the municipality of Belo Horizonte (MG) (6) , which attributed the value 1 for items fi lled in correctly and value 0 for items that were incorrectly fi lled in or not fi lled in. The score of 60% or less of the items completed (≤ 12 points) and the score of 60% or more of the items completed (> 12 points) was established to obtain the total sum of each item.
In this study, the development records were evaluated as follows: "0" (absent = no items fi lled), "1" (incomplete = 1 item fi lled) and "2" (total = 2 items or more fi lled). Therefore, the development curve was considered complete when the 2 or more of the items in the handbook had been fi lled in (out of 4), according to the child's age at the time of data collection. The maximum score was "2" and the minimum score was "0". The cut-off points were ≤ 0.8 points (representing ≤ 40% completed items) and > 0.8 points (representing 60% > completed items).
For the data records of the growth curve, the scores were added (0 -missing; 1 -incomplete; 2 -complete), with a range of 0 to 8. The handbook was considered complete when it included at least one weight input every three months, with a minimum of 4 records in the fi rst year of life. A cut-off point was used to establish the level of completion: ≤ 3 points (representing less than 40% of items completed) and > 3 points (representing 60% or more completed items).
The defi nition of the cut-off point for the growth and development indicators was based on the statistical distribution of scores, since guidance indicators were not found in literature.
The collected data were tabulated and analyzed using the Statistical Package for Social Sciences (SPSS) version 17.0. The association between variables was analysed using the prevalence ratio (PR), Chi-square test, p-value calculation and the 95% confi dence interval (CI95 
RESULTS
A total of 950 handbooks were analyzed in relation to the growth curve and a total of 929 handbooks were analysed in relation to the development curve. The 2007 handbook includes age group stratifi cation while the 2009 does not include this stratifi cation, so 21 children who used the 2007 model were excluded from this analysis. Table 1 presents the characteristics of the mothers and children. Most of the mothers were over the age of 19 (85.9%), had more than 7 years of schooling (80.1%), had two or more children (54.1%), did not work outside the home (59.2%), and had a household income that was equal or lower than 2 minimum wages (67.0%). As for the children, there was a predominance of boys (51.4%), aged ≤ 6 months (60.2%). Table 2 shows that 95.4% of the 929 handbooks had incomplete or missing information related to development. Only the variable number of children showed a statistical signifi cance, indicating a risk (p = 0.034/PR = 1.03) of non-completion.
Of the 950 handbooks investigated, 756 (79.6%) had missing or incomplete data in the growth chart and only the variable age of children showed a statistical significance, suggesting the risk to not fully completing the handbooks (Table 3) .
Completion of the weight in numbers and whether the curve was drawn were also observed. Of the 950 handbooks, 76.1% did not have the handwritten weight value and 70.5% did not have a hand-drawn curve in the graph.
DISCUSSION
The Health Ministry recommends that the development of infants must be monitored during all the consultations in order to detect any changes and off er guidance to encourage the mothers and/or family members, and, in severe cases, refer the child as early as possible (1) . However, the results of this research show that the recording of a child's neuro-psychomotor development is being neglected by health professionals, since this information was not found in 95.0% of the investigated handbooks. This fi nding is supported by the fi ndings of other studies conducted in Feira de Santana (BA) and Belo Horizonte (MG), Brazil, where the absence of records for this indicator was registered in 92.2% and 81.1% of the handbooks, respectively (4.6) . Contrarily, a study conducted in France shows that development records were found in 74.0% to 93.0% of the handbooks of French children from the ages of 1 to 4, which reveals the importance that French professionals attribute to this indicator (11) . The precariousness of records on child development was also observed while evaluating the charts. Research conducted in João Pessoa (PB) with the purpose of analyzing growth and development data recorded by nurses showed that data on child development were absent in 100% of the fi les (7) . A similar result was also found in the city of Pelotas (RS), where 94.0% of children under one year who were attended at a primary care unit did not have any form of child development data included in their medical fi les (12) . In turn, a study that analyzed the records of growth and development in nursing consultations for children under the age of two at family health units in Cuiaba -MT, Brazil, showed that 59.1% of the development records in the fi les were incomplete (8) .
Health data records are a means of communication used by professionals during their practices. Consequently, and considering that these records have a direct impact on the quality of the provided care, this information must be correctly recorded (13) (14) . In this study, only the variable number of children showed a statistical signifi cance, suggesting the risk (p = 0.034/PR = 1.03) of not completing development data. This also shows that the professionals focused more attention on fi lling in this information in the handbooks for the mothers of two or more children, contrary to the results found in Feira de Santana (BA), in which the professionals showed a greater concern for completing this indicator in the handbooks of fi rst-time mothers (4) . A likely explanation for the association between the number of children and the non-completion of development data can be that mothers with two or more children have more experience and knowledge of children's health, especially in terms of development. Consequently, they tend to be more attentive to this aspect and more demanding with regard to the use of the book by health professionals.
Variables

Completion of development data
The monitoring of child development is a fundamental activity that should be performed by health professionals in order to promote the proper development of children, and identify and prevent deviations (14) . To this end, the professional should take advantage of the moment of fi lling in the development chart to provide guidance on the skills expected for the age of the child and how the mother/family can engage and stimulate the child in this process. The instrument for monitoring development provided in the handbook helps parents to recognize their role in the stimulation of their children's developmental milestones (15) . With regard to growth, it was observed that only 20.4% of the handbooks contained complete information, which is considered a poor percentage for monitoring this indicator in children under the age of one. This result is contrary to the recommendation of the MS, which establishes that children under the age of one should be evaluated at least once every three months, totaling a minimum of four records in the fi rst year (2) . A low percentage of growth chart input in the handbooks was also observed in a study conducted in the city of Brasília (DF), where only 21.1% of the charts were properly fi lled out (16) . Even lower percentages were found in a recent study conducted in a small town in the state of São Paulo, in which only one-third of the analysed handbooks contained complete records of anthropometric measurements, and less than 10% had correctly fi lled in weight and height charts (17) . Only the variable age of children demonstrated a statistical signifi cance, suggesting the risk of not fi lling in the growth indicator. The age group that demonstrated the greatest probability of incorrectly or incompletely fi lling in this record was children aged six months or less, with a rate of 53.3%. This percentage is greater than the percentage found in the study in Feira de Santana (BA), in which 21.4% of handbooks of children under six months did not contain complete growth data (4) . In turn, research conducted in Brasília (DF) showed that the proper completion of growth data decreases as the child's age increases, and the highest rate of correct completion was found in the charts of children under 6 months of age (16) , which is contrary to the results found in the present study. Research conducted in France also confi rmed the tendency of reducing data completion in the handbook as the child gets older (11) . This divergence with other studies draws some attention because concerns for the health of children, both of the parents and healthcare professionals, is naturally greater in the early stages of life. During this period, children tend to grow and develop at a more alarming rate, which justifi es more frequent monitoring and the continued and resolutive attention of the healthcare team. The minimum consultations calendar for monitoring the health of children recommended by the Ministry of Health foresees a greater number of consultations in the fi rst years of a child's life (1) . Furthermore, it is during the fi rst year of life that children receive most of their vaccines, which requires monthly return appointments to the healthcare services, and provides more opportunities for using the handbook as an instrument of care.
Another relevant aspect in infant monitoring is the growth curve. In this study, less than 1/3 of the handbooks contained handwritten weight fi gures and a handdrawn growth curve. This is worrisome, because without the addition of these elements there is no way to correctly assess longitudinal growth. The MS recommends that professionals construct the growth curves from the weight score in the graph, connecting the dots to reveal the growth trend of the child against the established standards (2) . A possible explanation for the low percentage of growth chart input could be related to the diffi culties of health professionals in dealing with the new concepts incorporated into the handbook, such as the reference curves in z-scores and the body mass index chart by age (BMI) (18) . The periodic assessment of weight gain helps professionals monitor the child's evolution and identify children with a greater risk of morbimortality by recognizing early signs of danger. Consequently, monitoring must follow a minimum calendar of consultations and be properly registered in the medical fi les and in the handbook (1) . Despite the importance of these handbooks for monitoring and promoting the health of children, literature reveals a disturbing situation regarding their use (15, 19) . Studies show that the main factors that hinder the proper use of handbooks by health professionals are a lack of training for using this instrument, the unavailability of handbooks in primary care units, non-use of the book by all healthcare team members and lack of knowledge on the existence of handbooks by mothers/families (18, 20) . The precarious use of the handbooks revealed in this study may indicate that actions geared specifi cally toward monitoring the growth and development of children are not reaching the majority of infants under the age of one in the municipality. This condition causes concern, since the handbook is the only instrument for monitoring the growth and development of children. Therefore, the correct and complete record of data by health professionals is of fundamental importance.
The proper use of the handbook is essential to promote comprehensive monitoring of children's health, but in order to fulfi l that function, healthcare professionals must participate and show commitment toward its implementation (4) . A greater appreciation of this document by healthcare managers is also required in order to provide the necessary conditions for their use and subsequently ensure good quality healthcare for children.
The findings of this study provide greater insight into the particularities of this subject because it was not limited to describing the percentages of growth and development data input, and included scores used to evaluate the quality of data input. This enables the analysis of a range of relevant data for the health of children, and reveals the urgent need to implement strategies to organize primary care services in the municipality with actions that target the use of this handbook for monitoring children's growth and development, especially of infants under the age of one.
CONCLUSION
Results showed that 95.4% and 79.6% of the handbooks had incomplete or missing information on the development and growth of children, respectively. Only two variables showed a statistical signifi cance, suggesting a risk of not completing the handbooks: age of the child for the growth data and number of children for the development data.
The low rate of input for growth and development in the handbook detected in this study suggests the inadequate monitoring of children, which may compromise the quality of care and impair the assessment of health actions. Furthermore, the handbook is a right of children and its incorrect use by healthcare professionals is a violation of that right.
It is worth mentioning that the faults found in handbooks records reveal the need to create awareness on the importance of this instrument among all those involved in children's healthcare, and to invest in training for the correct usage of the handbooks. It is also necessary to ensure that the handbook is valued and safeguarded by mothers/ families so it can eff ectively fulfi l its role as an instrument of communication, education, vigilance and promotion of healthcare.
This study has the limitations that are inherent to cross-sectional studies. Despite this limitation, the results can be added to past studies to support the planning of actions and policies for children, and call the attention of professionals who directly assist this population on the importance of using the handbook correctly to enable families to take better care of their children, and on the practices of professionals in the context of primary care.
We also believe that the results of this study can be applied to practices that improve the quality of children's care and healthcare education. Moreover, the results indicate the need for new studies on this subject to include children of other age groups and the analysis of diff erent variables that shed light on the causes that prevent the correct use of these handbooks.
